Communities of solution (COSs) are the key principle for improving population health. The COS concept as presented in the 1967 Folsom Report 1 arose from the recognition that complex political and administrative structures often hinder problem solving by creating barriers to communication and compromise. The Folsom Report emphasized that a community's "problem sheds" bear little relation to its political, municipal, or health care jurisdictional boundaries. Per the original Folsom Report, a problem shed was described like a watershed, that is, the contributing factors that combine to create a health care or public health problem. For example, for a spike in asthma hospitalizations, the problem shed may involve a pulp mill 20 miles away, the closure of a community health center, a cockroach infestation in public housing, and an outbreak of a respiratory illness. The COS would need to encompass all these factors to best be able to address the health problem. Boundaries of each community should ideally be established by "the boundaries within which a problem can be defined, dealt with, and solved." 1 A 2012 reexamination of the Folsom Report 2 resurrects the idea of the COS and presents 13 grand challenges (Table 1) , which define the critical links among community, public health, and primary care and call for ongoing demonstrations of COSs grounded in patient-centered care. "Defragmenting and improving the value of health care both require a system that fosters non-medical determinants of health. Here, individualized, whole patient-centered, and community-based, integrated, multi-professional based efforts can succeed where individualistic, specialty, and medical care centered systems have failed." 2 In this issue, examples of COSs from around the country demonstrate core principles and propose visions of the future. Essential themes of each COS include the crossing of "jurisdictional boundaries," community-led or -oriented initiatives, measurement of outcomes, and creating durable connections with public health. We have PPACA: Health care quality improvement programs; health care delivery system research; funding available for health literacy research
• The community has a responsibility for developing an organized and continuing education concerning health resources for its residents.
• Each individual has a personal responsibility for making full use of available health resources.
J. 
Engaging Stakeholders: Crossing Boundaries
In "Advanced Primary Care in San Antonio," Ferrer et al 3 utilize health promotion promotores to create relationships with patients in the community, and they engage city planners to map community resources and community partners for each patient's neighborhood and thereby tap into community resources to maximize health (grand challenges 2, 7, 8, and 10, presented in Table 1 ). The essential tracking of health outcomes, although early, is an essential piece of the COS. The Brazos Valley Health Partnership COS involves the establishment of "one-stop shops" that provide patients with services ranging from health care to Senior Meals to legal aid. Because of the difficulty accessing services experienced by these rural community members, Garney et al 4 explain that "county boundaries are irrelevant with regard to social and health issues that residents face" (grand challenges 2, 4, 8, 10, and 11). This COS reveals the importance of involving numerous sectors of the community, including community-based organizations, governmental leaders, and health care providers (Figure 1) .
In "Boot Camp Translation" the High Plains Research Network 5 describes the process for identifying health problems and then building a COS to translate the best medical evidence into locally relevant and actionable projects. The High Plains Research Network brings together patients, community members, health care providers, public health agencies, and communitybased organizations to address the important health issues of their populations. This process relies on the expertise of everyone, in both academia and the community, to develop a local solution (grand challenges 2, 4, 8, 9, 10, 12).
Lagom
Lennon et al. 6 present a military health system COS for medical education, health care delivery, and public health. This article highlights the relative ease of creating meaningful COSs in the cohesive military communication structure. The authors also propose a compelling definition for the correct size of a COS: lagom-"while there is no direct English translation, lagom essentially means 'just the right amount'…. The local COS is an organic entity that will expand and contract in scope until it reaches the right size for the patient community it serves, as measured by the outcomes it chooses to achieve" 6 (grand challenges 2, 8, 9, 10, and 13). In contrast, the OCHIN Community Information Network 7 identifies "problem sheds through surveillance of network-wide data" by facilitating locally relevant data sharing among public health partners, community health stakeholders, informatics, and policy. This place-based data component of a COS, although on its face less relationship-based, also enables understanding and outcomes measurement of any identified community health problem (grand challenges 1, 10, 11, and 13).
COSs are indispensable to the mitigation of health disparities because of social determinants of health. A collaboration between the Jefferson Department of Family and Community Medicine and Pathways to Housing-PA creates a jurisdiction crossing lagom COS for a homeless and mentally ill population (grand challenges 2, 3, 9, and 10). Weinstein et al 8 highlight the current reality that many of these COS roles are "not about to be reimbursed under current insurance mechanisms." This program provides evidence for the ongoing relevance and breadth of the Folsom Report and the COS framework in addressing the needs of individuals and communities.
Rural and Urban Lagom
In "HeartBeat Connections" (grand challenges 4, 7, 11, 12, and 13), Benson et al 9 describe a rural program using participatory methods. Recognizing "common barriers to clinical CVD prevention (eg, lack of time and lack of patient followup)", 9 the project utilizes a multidisciplinary team for counseling and medication management through telephone outreach. Participants also are linked "to other resources within the community (eg, weight management classes, fitness facilities, and farmers' markets), thereby integrating medicine and public health." 9 Sanders et al 10 focus on social determinants of health through their inner-city chronic disease management program with "nurse-led teams using protocol-driven clinical decision-making situated in 2 neighborhood food pantries" to focus on hypertension, hyperlipidemia, and diabetes (grand challenges 4, 7, 8, 12, and 13) . Their Milwaukee model incorporates a network formed by volunteers, community health workers, local parishes, and strong faith-based connections. In a wider community focus, Baird Kanaan 11 describes the Healthy Mendocino COS as a "broad-based coalition" consisting of 20 community stakeholders with pooled funding to launch a web-based tool that will enhance the quality and utility of data for improving local health (grand challenges 7, 8, 11, 12, and 13) .
Communities of Solution

COUNTY LINE
These 3 examples focus on specific community problem sheds: urban, rural, and community wide, emphasizing the utility of Figure 1 .
COS: Back to the Future
Can the U.S. public school system serve as a roadmap for health system reforms? (grand challenges 1-13) DeVoe and Gold 12 pose this question in a future-forward essay exploring how a neighborhood-based COS might use community health centers, public health outreach, information technology, and citizen-driven district health boards to deliver coordinated, efficient care.
Influences of the Pharmaceutical Industry
Two final articles discuss the influence of the pharmaceutical industry and the impact of physician disclosure under health care reform-the "Sunshine laws." In "Physician Payment Disclosure Under Healthcare Reform: Will the Sun Shine?" (grand challenges 8, 10, 11, and 13), Mackey and Liang 13 illustrate the intent of regulation efforts to control pharmaceutical costs and mitigate conflicts of interests for providers. Evans et al 14 (grand challenges 10, 12, and 13) have an answer to the pharma dilemma: engage in a pharma-free practice redesign. Their clinic transformation includes consensus agreement by clinical and front office staff, detailed cost data on drug samples, and monitoring of pharma visits, all done as part of a quality improvement initiative.
The Payer Conundrum
It is interesting that none of the articles presented include a defined role for insurance companies within the COS; ideally payment would be a powerful incentive to create effective problem-solving structures for problem sheds. However, coverage guidelines from insurance stakeholders may confuse patients about whether the clinician or the insurance provider is actually making care decisions, which creates an inherent conflict within a COS. We believe that payers will become involved in development and support of COSs because their patients derive benefit from living and working in a community that values healthy living. Could an effective accountable care organization actually be a COS with payers included? We hope that visionary payers will accept the grand challenges of the Folsom legacy and begin immediately supporting the development of true COSs in their neighborhoods, catchment areas, and states.
Folsom Forward
These articles illustrate exciting opportunities and COS models and highlight persistent health disparities that plague our nation. COSs may be crucial steps toward addressing social determinants of health. Positive change is anchored to sustainable community approaches that link public health and primary care in explicit partnerships to address the needs of the individual and community. Together, when we build a COS, an environment and a neighborhood that supports healthy living, we contribute to the health of the whole population. 
